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The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on June 10, 2009. This
State Licensure survey was conducted by the
authority of NRS 449.150, Powers of the Health
Division.

The facility is licensed for five Residential Facility
for Group beds for elderly and disabled persons,
Category |l residents. The census at the time of
the survey was five. Five resident files were
reviewed and six employee files were reviewed.
One discharged resident file was reviewed. The
facility received a grade of A.

The following deficiencies were identified:

. N . . . - *J p
Y 274 | 449.2175(5) Service of Food - Substitutions Y 274 TAe A/Mfﬂhf?‘fﬂz;‘ ”» YV assceor *he , ﬂq
SS=E © oave prver 2E b whe 15 AL ’yﬂ’?: . b('g
e Adt Ager '?MCMM/MrZr) relsty
NAC 449.2175 T be vn-leharye ¥ qbeurmes

e 2osT Fslodty fr The Ilemls

5. Any substitution for an item on the menu must Wl She rminn . The UeSiden

be documented and kept on file with the menu Ho sand #HE whe have Specs /

for at least 90 days after the substitution occurs. ' .
A substitution must be posted in a conspicuous et 0_" 4ers . The cAare . ah ¥

place during the service of the meal.

it be posid trn e cont”
po oe1omes place i “The Hon'4
This RULE: is not met as evidenced by: At . The HAXmimg Sralor

If deficiencies are cited, an approved plan of cormrection is requisite to continued program participation.
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This RULE: is not met as evidenced by:
Based on record review and interview on
6/10/09, the facility did not provide proper
documentation regarding a resident who had
expired or had been discharged (Resident #65).
Severity: 1 Scope: 1
If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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